This is the first reported case of isolated Madu Onwudike FRCSEd,
J7Accid Emerg Med 1996; 13:358-359 the period of unconsciousness was due to hypoglycaemia the history and rapid response to buccal glucose allows a confidant clinical diagnosis to be made. According to Libby et all there are many possible ways in which hypoglycaemia could be deleterious to the myocardium. Severely ischaemic myocardium is dependent on anaerobic pathways for its energy production and is thus uniquely dependent on carbohydrate substrates. In addition, hypoglycaemia is known to produce a sympathoadrenal discharge which could increase heart rate, ventricular afterload, and the inotropic state of the myocardium, with a resulting increase in myocardial oxygen consumption.
In spite of the paucity of recorded cases, there seems to be evidence that a hypoglycaemic episode presents a period of risk for myocardial infarction, particularly in patients with underlying ischaemic heart disease. A routine ECG in such circumstances may reveal more cases. The well demarcated territory outlined in the figure suggests that the site of injection was the thyrocervical trunk. This is the largest branch arising from the first part of the subclavian artery and supplies the shoulder girdle, and parts of the neck and thyroid. 4 The pathophysiology of ischaemia from intra-arterial injection is complex. Small vessel embolisation, chemical endarteritis, toxic effect on the endothelium, and vasospasm have all been implicated.56 There remains considerable debate about the exact role played by vasospasm. Initial work on an animal model showed no evidence of vasospasm with drugs of abuse.7 However, reduced blood flow was noted when substances frequently "cut" with drugs (for example, corn starch and talcum) were injected into arteries. More recently a paper examining the effect of vasodilator drugs on intra-arterial injection related limb ischaemia concluded that the success of these drugs was related in part to the presence of vasospasm. 6 It is recommended that all patients sustaining intra-arterial injection should be admitted for observation.7 The need for further treatment is based on the presence or absence of distal pulses. Where there is evidence of large vessel involvement, angiography is indicated. Various treatments have been used successfully to maintain limb circulation including surgery, heparin, thrombolysis, vasodilator drugs, and prostacyclin infusions.6"9-1 There have been no randomised trials to determine the optimum treatment.
In the patient described here there was no evidence of distal large vessel involvement. The signs visible at the time of presentation represent reactive hyperaemia secondary to initial ischaemia; these changes have previously been described in the upper limb and are known as a "hand trip"."2 This patient's signs and symptoms rapidly resolved with conservative treatment. Heroin is water soluble, which partly explains why there was little damage to the microcirculation. This is in contrast to temazepam, another drug used by intravenous drug abusers in Glasgow, which solidifies in the microcirculation, often with catastrophic effects.'3 The presence of an arterial bruit at the time of first presentation which spontaneously resolved remains unexplained, but may have been due to intimal damage or local haematoma.
This case report outlines a rare presentation of a complication of parenteral drug misuse. Given an aging population of intravenous drug abusers who have increasing difficulty finding venous access, doctors working in A&E departments will undoubtedly see similar complications in the future. They should be aware of the potentially serious nature of intra-arterial injection and should refer these patients to vascular surgeons at an early stage. Finally, the reattendance of the same patient 10 days later, this time with a heroin overdose, suggests that serious complications may be no deterrent to continued substance abuse. 
